Successful pregnancy after paratopic segmental pancreas and kidney transplantation
Over 1500 successful pregnancies have been reported in women taking immunosuppressive drugs after renal transplantation. Only nine pregnancies have been reported after renal transplantation in diabetic women,' although survival of diabetics after transplantation and of renal grafts in diabetics has improved considerably.2 We report a successful pregnancy in a patient who had received a combined renal and segmental pancreas transplant.
Case report
A 22 year old woman with insulin dependent diabetes from the age of 7 and renal failurc due to Goodpasturc's syndrome had a hacmoglobin Al concentration of 6-5% (normal range 6 0-8 5); C peptide could not be detected in her serum. She required insulin 0 6 U/kglday. She received a combined transplant of a kidney and paratopic segmental pancreas from the same donor in May 1984, after which she immediatelyZ became normoglyvcaemic. She remaincd independent of insulin and did not need to restrict her diet or take oral hypoglycaemic agents. Immur9suppressive treatment was 400 mg cyclosporin A and 9 mg prednisolone daily. She became pregnant 27 months after transplantation.
Plasma creatinine concentration fell from 203 ttmol/l at conception to 134 ptmol/l at four months and rose to 172 ptmol/l after delivery. Creatinine clearance rose from 33 ml/minute at conception to 63 ml/minute at five months and fell to 30 ml/minute after delivery. She did not have proteinuria, control of blood pressure did not deteriorate, and she did not develop urinary tract infections. Fasting blood glucose concentrations were normal, ranging from 3-5 to 4-3 mmol/l, and 24 hour metabolic profiles were within an acceptable range. Fasting insulin and proinsulin concentrations and results of oral glucose tolerance tests were within the range of concentrations seen in six healthy volunteers. She did not have peripheral hyperinsulinaemia. Immunosuppressive treatment was maintained at the prepregnancy dosage.
Ultrasound scans at 14, 18, 25, and 28 weeks' gestation showed a single viable fetus with a steady growth rate and an adequate volume of liquor. At the beginning of the 35th week ultrasound showed a decrease in the fetal growth rate and an elective caesarean section was performed. A healthy but small baby girl weighing 1690 g and with an Apgar score of 7 was delivered in good condition and with no congenital abnormalities. At nine months the child showed normal development.
Comment
Combined renal and pancreatic transplants in diabetic patients make possible a normal lifestyle and independence from insulin. In addition, the paratopic position of the segmental pancreas graft allows endocrine drainage through the portal vein with diversion of the pancreatic fluid into the stomach. Our patient tolerated her pregnancy well: the glomerular filtration rate showed a physiological response, there was no deterioration of glucose control, and the dosage of immunosuppressive drugs did not have to be increased. Peripheral hyperinsulinaemia did not occur, though it occurs during conventional insulin treatment and has been reported after heterotopic pancreatic and renal transplantation in diabetics.
Specific risks of immunosuppressive treatment with cyclosporin A with respect to the course and outcome of pregnancy have not been assessed. Very high doses of cyclosporin A (25 mg/kg/day) for over eight months induced cataracts in rats,4 and bilateral cataracts were reported in a child born after the mother received a heterotopic segmental pancreatic transplant with a simultaneous kidney graft.' This cataractogenic effect has not, however, been reported in patients treated with long term cyclosporin A. In our patient no specific complications related to treatment with cyclosporin A were seen.
This case report suggests that a well functioning kidney transplant and segmental pancreas allograft have sufficient functional reserve to cope with the physiological stress of pregnancy. Routine ultrasound screening in management of abdominal aortic aneurysm Abdominal aortic aneurysms may not cause any symptoms before rupturing and resulting in sudden death. In 1985 rupture caused 2861 deaths and accounted for nearly 1% of all deaths of men aged 65-79. Women in this age group are five times less likely than men to die ofa ruptured abdominal aortic aneurysm. Rupture is the third most common cause of sudden death.' It carries a high operative mortality (33% in a recent survey in our district, where mortality after planned operations in selected cases was less than 2%2). We assessed the benefit of offering ultrasound scanning to elderly patients.
Patients, methods, and results
Patients aged 65-80 in a general practice were offered ultrasound scanning. A total of 1404 scans was performed with a real time linear array ultrasound scanner (Picker LS 1500). The full length of the aorta and any non-aortic abnormalities were photographed and reported by a consultant radiologist.
Of the 1312 patients (93%) whose scans successfully identified the aorta, 1236 were not followed up as the aorta was <3 0 cm in diameter; 62 were seen within one year (42 with aorta measuring 3 0-3 4 cm and 20 with aorta 3 5-4-4 cm), 10 within three months (aorta 4 5-5 9 cm), and four within one month (aorta ¢6 0 cm). Three patients had successful operations on the aneurysm, one of which ruptured a few days before the planned date of the operation. Five patients died, none from ruptured abdominal aortic aneurysm. Other abnormalities detected during scanning were cysts (18 patients), gall stones (29), and other conditions (11).
Comment
The technique for detecting asymptomatic abdominal aortic aneurysm proved effective as a routine procedure. The median size of the aorta just above the swelling was 1-5-2-0 cm, and if the swelling was more than twice the original size of the aorta it was classed as an aneurysm. Expansion of more than 1 cm a year was considered to be a risk factor. Dilatation of 3 0 cm
